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ABSTRACT 
Nickolai C. Detert: Primary Care - Non-Profit Partnership: Improving PTSD Screening and 
Treatment Access for Veteran Patients 
 (Under the direction of Rebecca Kitzmiller) 
   
 Introduction: Approximately 50% of 22 million American military veterans use civilian 
healthcare in addition to, or in lieu of, the Department of Veteran’s Affairs health facilities.   
Studies find that theses veterans may have unidentified mental health needs and lack access to 
appropriate mental health services.  Barriers to adequate mental health care include: (a) 
undisclosed veteran status; (b) stigma; (c) lack of cultural competency in civilian healthcare; and 
(d) an overall shortage of mental health services.  With veteran post-traumatic stress disorder 
rates as high as 23%, we conducted a quality improvement project to improve veteran 
identification, mental health needs assessment, and access to appropriate services for this 
underserved population.  
 Method: Over the course of three months, one multi-provider suburban and one two-
provider rural primary care clinic (PCC) asked adult patients about veteran status; screened for 
PTSD risk using the Abbreviated PTSD Check List (aPCL); and referred patients to a veteran-
centric case management not-for-profit organization (NFPO).  We calculated veteran patient 
populations among the PCCs, PTSD risk rates, and referred patient utilization of NFPO services.  
Finally, a post-project focus group with PCC staff and providers captured perceptions about 
project implementation processes.   
 Results: 100 (11.7%) of nearly 850 screened patients identified as veterans.  Of these, 95 
completed the aPCL, 15 were referred, and 13 utilized NFPO services.  Services included 
 iv 
psychological and addiction counseling, financial and debt aid, and access to local VA 
information and services.  Monthly screening rates declined from 60% to 17% by the third 
month, a decline attributed to (1) not screening previously screened patients and (2) non-
adherence to project protocol. Clinic participants expressed enthusiasm for the project and 
reported that screening and assessment processes were simple.  
 Discussion: PCCs identified approximately one at-risk patient per week.  Although 
PTSD screening was feasible and effective using minimal resources, clinic staff may need 
continued support to maintain consistency. The NFPO provided access to needed non-healthcare 
and veteran centric services. Successful implementation of future project iterations  requires 
significant commitment across members of the partnership in order to effectively identify at-risk 
veterans and meet their ongoing health and social needs. 
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CHAPTER 1: INTRODUCTION 
 In the last 18 years the United States (U.S.) experienced the longest period of constant 
warfare in its entire history.  Hundreds of thousands of American soldiers, sailors, marines, and 
airmen deployed to all corners of the globe: Afghanistan, Iraq, Syria, Somalia, Yemen, and 
others.  As a consequence of sustained engagement in military conflicts a large number of U.S. 
military service members deployed more frequently and for longer periods of time, and 
subsequently were exposed to more traumatic events.  The result was a significant influx of 
young veterans entering the civilian sector with very unique health concerns.  In turn, civilian 
health care providers found themselves unprepared to deal with the largest number of combat-
based trauma seen in the U.S. in decades. 
Problem Description 
 On average 20 U.S veterans end their lives by suicide every day.  Of these,  
approximately 70% (n=14) were not receiving mental health care from the Department of 
Veteran’s Affairs (VA), (U.S. Department of Veteran’s Affairs, 2016).  The complex mental 
health needs of veterans who utilize civilian primary care clinics (PCCs) likely remain under-
identified resulting in poor access to effective and culturally appropriate health services.  
Comprehensively or effectively addressing mental health needs, specifically post-traumatic stress 
disorder (PTSD), remains a significant challenge to both government and private health systems.  
Examples of public-private partnerships (PPPs) between government, private groups, and not-
for-profit organizations (NFPO) successfully bettering the health of disadvantaged and 
marginalized groups, such as veterans, are of substantial value and may provide innovative 
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methods for meeting the needs of veteran health in the future (Eberhart et al., 2017; Pedersen et 
al., 2015).  Due to the prevalence of PTSD among military service members our project was 
focused on that mental health issue.   
Purpose of the Project 
 The purpose of the project was to create a simple, self-sustaining program to help 
primary care providers (PCPs) accurately identify at-risk veteran patients and, using a non-profit 
partner, provide effective and efficient access to appropriate and affordable mental health 
services with minimal workflow impact.   
Goals of the Project 
 The goals of the project were to assess the ability of civilian clinics to: 1) improve 
identification of veteran status among ambulatory patients in two PCCs; 2) reliably assess risk of 
PTSD using a valid tool; 3) consistently refer at risk patients to a veteran-centric NFPO; 4) 
evaluate patient referral acceptance, and; 5) assess PCC staff and provider perceptions of 
screening and referral process. The project was intended to augment, not replace, standard 
treatment modalities such as medication or a behavioral therapy regimen.   
Review of Literature 
Search Strategy 
 Between August 2016 and January 2018 the following databases, available through the 
University of North Carolina’s (UNC) Health Sciences Library were searched: CINAHL, 
MEDLINE, Google Scholar, PubMed, and the Cochrane Institute.  The initial cohorts of military 
service members deployed to Iraq or Afghanistan did not leave active service in significant 
numbers prior to 2005, thus the literature search was limited to 2005 to present.  To confirm this 
assumption, exploratory searches for studies published prior to 2005 primarily included outdated 
military populations and health systems. A singular exception was a validation study of the 
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Abbreviated PTSD Checklist (aPCL) from 2004 discovered when researching possible screening 
tools.  Following the guidelines described in the Preferred Reporting Items for Systematic 
Reviews and Meta-Analyses (PRISMA) (Figure 1) multiple combinations of the following 
search terms were used (Moher, Liberati, Tetzlaff, Altman, & the PRISMA Group, 2009): 
health, population, screening, tool, civilian, military, culture, stereotyping, primary 
care, providers, PTSD, suicide, non-profit, partnership, geography, nursing, PCL-C, 
Post-Traumatic Stress Disorder Checklist, psychometrics, continuity, counselors, 
medication, Department of Veteran’s Affairs, demographics, status, psychiatric, combat, 
trauma 
 
The result was 97 potential publications for use once duplicate titles were removed (Figure 1).  
Additional public databases such as the RAND Corporation, the U.S. Census Bureau, and VA 
public websites were accessed after the search to obtain demographic data.  
 
 
Figure 1.  PRISMA flow diagram of literature screening.  Additional resources from public 
websites included in final number. 
 Screening process.  First, inclusion and exclusion criteria were applied to article titles 
and abstracts; 87 articles were retained and read in their entirety (Table 1).  We selected 
Melnyk’s (2016) modified ‘Rating System for the Hierarchy of Evidence to Guide Clinical 
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Interventions’ based on its simple and comprehensive ranking of data sources (Table 2).  Thirty-
six articles were retained following application of inclusion and exclusion criteria and evaluation 
of quality.  
Table 1.  Literature search inclusion and exclusion criteria 
Inclusion Criteria Validation/translational studies of PTSD screening tools 
 Studies of, or including, Vietnam or more recent conflicts 
 Studies of foreign military only if U.S. military included 
 Study included veterans who did not use the VA or have an outcome re
lated to non-utilization 
 Involved primary care or applications to primary care 
 Studied NFPOs or public/private partnerships 
Exclusion Criteria Studies on civilian patients only 
 Published before 2005* 
 Studied conventional PTSD treatment only 
 Quality of data judged Level VII or poorly designed 
Note.  *Exception is Lang’s study (2004) of the aPCL. 
 
Table 2.  Rating system for the hierarchy of evidence to guide clinical interventions   
Level 1 - Systematic review & meta-analysis of randomized controlled trials; clinical 
guidelines based on systematic reviews or meta-analyses 
Level 2 - One or more randomized controlled trials 
Level 3 - Controlled trial (no randomization) 
Level 4 - Case-control or cohort study 
Level 5 - Systematic review of descriptive & qualitative studies 
Level 6 - Single descriptive or qualitative study 
Level 7 - Expert opinion 
Note.  From Melnyk, B. M., Gallagher-Ford, L., & Fineout-Overholt, E. (2016).  Table 1.1: 
Rating system for the hierarchy of evidence for intervention/treatment questions.  In 
Implementing the Evidence-Based Practice (EBP) Competencies in Healthcare: a Practical 
Guide for Improving Quality, Safety, and Outcomes.  (p. 10).  Sigma Theta Tau.  
 Limitations of search.  Research in the area of veteran mental health is a rapidly 
growing field and new data continuously emerges with potential revision of older information.  
While there may be additional literature from outside the U.S. or published before 2005, it was 
deemed unlikely that these publications would alter the project purpose and design due to the 
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uniqueness of the targeted population in terms of geography, demographics, culture, and rates of 
trauma exposure. 
Summary of the Evidence 
Population and Epidemiology 
 Demographics and distribution.  The face of the modern veteran is changing: there are 
now growing numbers of women (10%) and minorities (22% non-Caucasian) whereas 
historically this population was overwhelmingly Caucasian and male (National Center for 
Veterans Analysis and Statistics (NCVAS), 2016).  Veterans also make up a significant 
percentage of the U.S. population: in 2014 the U.S. Census Bureau estimated that 22 million 
Americans were veterans, approximately 86% of whom had served in Vietnam or a more recent 
conflict, and 28% under 50 years of age (Livingston, 2016).  In 2016 approximately 732,000 
veterans were registered residents of North Carolina, representing almost 10% of the state 
population (National Center for Veterans Analysis and Statistics (NCVAS), 2017a).  
 VA utilization.  An estimated 50-60% of veterans do not utilize the VA for health care or 
other benefits (Boscarino, Hoffman, Pitcavage, & Urosevich, 2015; NCVAS, 2016; Vaughan, 
Schell, Tanielian, Jaycox, & Marshall, 2014).  However, some potentially confounding factors in 
veteran health research were found: Boscarino and colleagues (2015) noted that many veterans 
may be dual users of both VA and civilian health services, a trend that could become more 
significant as a large portion of veterans reach Medicare eligibility and can afford and access 
dual system services (NCVAS, 2016).  No studies that were found differentiated between VA-
only, non-VA, and dual use patients.  Additionally, data indicates that non-VA users are 
predominately Caucasian and male and female veterans, the fastest growing veteran 
demographic, predominately use the VA only (NCVAS, 2016).   
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 A shortage of VA PCCs may also contribute to a low of VA health services: North 
Carolina has 25 VA PCCs and four VA hospitals for a pool of nearly three-quarters of a million 
people (NCVAS, 2017a).  If only 40% of these veterans used the VA, each facility could acquire 
over 11,000 patients: an overwhelming and unsustainable patient load.  Many veterans may live 
a significant distance from the nearest VA PCC and extensive travel time could present a barrier 
to accessing resources.  Therefore, developing methods for local civilian PCCs to identify 
veterans, assess health needs, and provide improved access to health services is essential.   
 Prevalence of PTSD.  The Diagnostic and Statistical Manual of Mental Disorders, Fifth 
Edition (2013) defines PTSD as an individual possessing at least one and sometimes two 
components of several criterion groups including: traumatic exposure, negative post-trauma 
thoughts and hyper-arousal, symptom duration greater than one month, active avoidance of 
trigger stimuli, functional impairment, and being absent of contributing factors such as 
pharmacological agents (American Psychiatric Association, 2013).  However, accurately 
describing the prevalence of PTSD among veterans is a challenge, and scant reliable data 
resulted in discovering only a handful of sufficiently qualified studies that described PTSD 
prevalence among veterans (Vaugh et al., 2014, Fulton et al., 2015, Xue et al., 2015, Boscarino 
et al., 2015). 
 PTSD diagnosis is highly subjective, and compounding the problem is a reluctance of 
veterans to disclose symptoms, probably from stigmatization of the disease in military and, to a 
lesser extent, civilian culture (Boyd, Juanamarga, & Hashemi, 2015; Mittal et al., 2013; Stecker, 
Shiner, Watts, Jones, & Conner, 2013).  Additionally, lack of provider understanding of the 
veteran experience and failure to start an appropriate conversation about PTSD may also prevent 
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full disclosure (Coll, Weiss, & Yarvis, 2011; Hall, 2010; Kilpatrick, Best, Smith, Kudler, & 
Cornelison-Grant, 2011).   
 Rates of reported PTSD among veterans vary widely.  A meta-analysis of 33 studies, 
including over four million Iraq/Afghanistan veterans in the VA system, attempted to find an 
accurate cross-sectional percentage of PTSD prevalence.  After coding, heterogeneity, and bias 
accommodation the authors calculated the prevalence of acutely reported PTSD averaged 23% 
(Fulton et al., 2015).  However, another large scale analysis conducted by Smith and colleagues 
(2016) using data from the National Epidemiology Survey on Alcohol and Related Conditions-
III (NESARC-III) found only 6.93% of respondents likely had PTSD.  A cross-sectional study of 
over 45,000 National Guard soldiers screened for PTSD immediately prior to or after returning 
to the U.S. from Afghanistan found 5% (n=2230) positive for PTSD (Hoge et al., 2014).  Two 
smaller studies found even more variation in acute PTSD prevalence: 16% [n=144, 95% 
Confidence Interval (CI): 13%–18%] and 6.7% [n=700 CI: 5.1%–8.8%],  respectively (Vaughan 
et al., 2014; Boscarino et al., 2015).  Limitations across all four studies included convenience 
sampling (Boscarino et al., 2015; Hoge et al., 2014; Smith, Goldstein, & Grant, 2016; Vaughan 
et al., 2014) and lack of tools to evaluate veracity of subjectively-reported results (Boscarino et 
al., 2015; Smith et al., 2016; Vaughan et al., 2014).  Furthermore, none of the studies decisively 
differentiated between VA-only and dual use veterans.   
 Risk factors for PTSD.  An extensive meta-analysis (Xue et al., 2015) of PTSD studies 
from 1980 – 2014 identified predisposing pre-trauma factors (e.g. combat specialty, less-
educated, and enlisted rank) as well as peri- and post-trauma experiences (e.g. had comorbid 
psychiatric conditions, saw someone killed) that were strong predictors of PTSD (Table 3).  
Included in the analysis were 25 cohort and seven cross-sectional U.S. and international studies: 
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U.S. (n=21), Australia (n=2), the United Kingdom (n=7), Israel (n=1), and Holland (n=1), (Xue 
et al., 2015).  Smith and colleagues (2016) identified additional predictive factors including age 
18-29 (15.31%; Odds Ratio (OR): 4.64, CI: 2.53-8.50), increasing number of traumatic events 
witnessed: (5.15% for two events, 7.75% for three, 14.70% for 4+ events), and Native American 
ethnicity (24.13%, OR: 5.01; CI: 2.44-10.29) from a cohort of over 3,000 veterans (Smith et al., 
2016).   
Table 3.  Significant PTSD risk factors 
Risk Factor OR CI 
Pre-trauma factors 
Being female 1.63 1.32-2.01 
Occupation: combat specialist 1.69 1.39-2.06 
Low (high school or less) education level*  1.51 1.28-1.79 
Being enlisted personnel 2.18 1.84-2.57 
Branch of service: Army* 2.30 1.76-3.02 
Peri- and post-trauma factors 
Deployment-related stressor* (yes) 2.69 1.46-4.96 
Comorbid psychological problems (yes) 2.83 0.81-9.94 
Discharged a weapon (yes) 4.32 2.60-7.18 
Saw someone wounded/killed (yes) 3.12 2.40-4.06 
Severe trauma (yes) 2.91 1.85-4.56 
Note: Data extrapolated from Xue et al. (2015).  *Trim and fill used to correct OR and CI based 
on Egger’s regression bias score <0.0580646 
 
This research indicates some commonality of risk factors, but variation across even highly 
predictive factors makes confidently assessing risk based on known factors tenuous at best. 
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 Morbidity and mortality.  Health issues associated with PTSD include alcohol and 
tobacco abuse, and multiple types of mood and personality disorders (Table 4).  The most 
extreme mortality associated with PTSD is suicide: the impetus for this project.  There appears to 
be a strong relationship between PTSD and suicidal ideation or suicide: suicidal ideation was 
four times higher in veterans with PTSD and mortality was 71% higher among Vietnam veterans 
with PTSD compared to Vietnam veterans without PTSD (Pompili et al., 2013).  Using data from 
the Joint Suicide Data Repository and the National Death Index that included mortality data from 
all U.S. states and territories, the VA found that 18% of all adult deaths by suicide in 2014 were 
veterans, and the risk for suicide was 21% higher among veteran adults than civilian adults (U.S. 
Department of Veteran’s Affairs, 2016).  The VA calculated that an average of 20 veterans die 
by suicide each day, the highest rate in decades, and utilization estimates indicate up to 70% of 
these individuals were not using the VA for mental health services (U.S. Department of 
Veteran’s Affairs, 2016). 
Table 4.  Prevalence of comorbidities associated with PTSD 
 
Note.  *ORs adjusted for sex, age, education, ethnicity, marital status, income, region, urbanicity, 
and for pre-existing disorders.  Bolded figures are significant (p<0.05).  Reprinted from Smith, 
et al. (2016).  Prevalence and adjusted odds ratios of lifetime DSM-5 of PTSD and other 
psychiatric disorders [Table].  Retrieved from https://doi.org/10.1016/j.jpsychires.2016.06.022. 
 




Adjusted OR and 
(CI)* 
Alcohol use disorder 54.51 0.70 (0.31, 1.61) 
Drug use disorder 27.22 2.44 (0.86, 6.90) 
Nicotine use disorder 56.91 1.59 (0.72, 3.51) 
Any mood disorder 61.72 3.67 (1.23, 10.91) 
Any anxiety disorder 48.84 3.48 (1.64, 7.35) 
Any personality disorder 59.78 4.45 (2.28, 8.70) 
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The Problem 
 Beyond individual traumatic experiences, four factors significantly contribute to the high 
prevalence of PTSD-related morbidity and mortality among U.S. veterans: (a) lack of veteran 
identification by the health system; (b) stigma; (c) lack of cultural familiarity and competency in 
civilian healthcare, and; (d) an overall shortage of mental health services in the U.S. 
Failure of Veteran Identification 
 Screening to identify veteran patients in PCCs is consistently low.  In one study 47% of 
surveyed providers in mental health (n=213) and primary care (n=86) never screened for veteran 
status (Kilpatrick et al., 2011).  Similarly, a cross-sectional survey of PCPs (n=58) found that 
40% of providers never screened for veteran status (Sankey & Mohler, 2017).  In a larger study 
of self-identified veterans (n=1397) 57% could not recall ever being asked about their veteran 
status by a health provider.  (Pankow, Dill, Navarro, Jones, & Prescott, 2013).  However these 
studies all have significant limitations: using email or web-based recruitment (Kilpatrick et al., 
2011; Sankey & Mohler, 2017), convenience sampling (Sankey & Mohler, 2017), all used 
subjective recall of whether an individual had been asked their veteran status, and none had a 
method to verify the veracity of participant responses. 
Stigma 
 Veteran’s perception of stigma associated with a diagnosis of PTSD may hinder their 
willingness to seek care.  Stecker and colleagues’ survey (2013) of PTSD-positive veterans who 
had not sought treatment (n=143) found 16% felt some form of stigma and 35% believed that 
seeking treatment equated to admitting a weakness.  The two most commonly reported 
components of stigma included: “feeling self-stigma,” (39%) and “I fear being labeled,” (23%) 
(Stecker et al., 2013).  Boyd et al., (2015) found that 40% (n=159) of outpatient veterans 
prescribed psychiatric medication for PTSD and other conditions perceived some variant of 
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stigma.  However, this study relied on convenience sampling, self-report, and a non-validated 
survey tool: in one case consisting a single true-false statement (Boyd et al., 2015).   
 Semi-structured interviews of Iraq and/or Afghanistan veterans diagnosed with PTSD 
(n=16) found five major contributing themes of stigma:  
1. Stereotype awareness, including labels and societal stigma. 
2. Reactions to stigmatizing stereotypes, including agreement/acceptance vs. 
disagreement/resistance. 
3. Support from peers: other veterans, with or without PTSD understood the situation 
better than non-veterans. 
4. Treatment avoidance in order to not be labeled with negative stereotypes. 
5. Participants thought PTSD was less stigmatizing than other disorders (i.e. 
schizophrenia).      (Mittal et al., 2013) 
Stigma is a highly subjective and emotionally sensitive subject that may make respondents 
reluctant to disclose mental status, thus studies involving stigma suffer significant limitations.  
However, the preponderance of data found in available literature suggests that it is a common 
barrier. 
Lack of Provider Experience and Cultural Competency 
 We classify the military as a culture in its own right: it has its own unique doctrine, 
language, shared experience, class system, dress, and even cuisine.  Part of this culture includes a 
feeling of isolation from civilian culture which may translate to distrust of civilian PCPs 
understand the veteran mindset and health needs (Hall, 2010).  Coll and colleagues (2011) 
compare veterans who leave the military to immigrants: “[veterans] who leave the military after 
many years of service encounter the same type of culture shock that immigrants experience when 
first arriving to the United States; there is the disorientation, change of status, and a search for 
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identity and meaning” (p. 488).  Coll and colleagues found that mental health services were 
generally available to service members while they were still active in the military, but many 
required additional counseling and therapy after transitioning to civilian status.  To encourage 
rapport and ultimately provide better quality of care, the recommendation was that counselors be 
culturally competent and informed of the various treatment modalities appropriate for military 
groups (Coll et al., 2011).  Additionally, Hall (2010) recommended that providers be aware of 
three key barriers to care originating in military culture: stoicism, secrecy, and denial.  These 
traits are often essential to conduct military duties, but can result in the belief that suffering, 
whether from physical pain or PTSD, needs to be suppressed, ignored, and denied (Hall, 2010).  
Civilian PCPs who lack cultural awareness about military service may inadvertently create 
barriers by reinforcing a veteran’s perception civilians cannot understand their trauma, and may 
impede the veteran’s willingness to reveal their problems or seek care (Coll et al., 2011).    
  Lack of exposure to veterans and low numbers of providers having direct experience 
with veteran populations likely contributes to low cultural competency among PCPs.  A needs 
assessment using a validated web survey of licensed providers (n=1665) found that only 6% 
were veterans, and only 29% reported any formalized training for veteran health needs 
(Koblinsky, Leslie, & Cook, 2014).  However, providers appear to have a perception that they 
can effectively identify and address veteran health needs: in a survey of 139 providers 45% 
stated that they felt confident in their ability to treat PTSD in veterans (Kilpatrick et al., 2011).  
Lack of familiarity with military context, and a possibly misplaced confidence in their ability to 
identify veteran issues, may contribute to providers’ failure to identify PTSD and treat their 
veteran patients.   
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Lack of Mental Health Service Access and Availability 
 There is a broad shortage of facilities and personnel for mental health services in 
America.  Data from the National Comorbidity Survey Replication, the U.S. Census, and the 
Medical Panel Expenditure Survey found that 77% of all US counties have a severe shortage of 
mental health professionals, 18% had unmet need for non-prescribers, and 96% had at least some 
unmet need for prescribers (Thomas, 2009).  The shortage of VA facilities, described previously, 
likely compounds the lack of resources.  
 There is a lack of access and availability in the military as well: of 2,230 National 
Guardsmen diagnosed with post-deployment PTSD only 22% had a mental health care 
encounter, and 41% of that group received only minimally adequate care, defined as eight visits 
for PTSD in one year (Hoge et al., 2014).  Many of these military personnel may leave the 
military without resolution of their PTSD and enter a civilian society lacking resources to 
continue treatment. 
Model of Care: Public-Private Partnerships 
 There are no published studies discovered that examine a PPP between civilian PCCs and 
NFPOs to specifically address access to mental health services, but evidence from a VA-civilian 
PPP for behavioral and physical health suggest such a partnership could successfully address 
unmet mental health needs.  
Example of a Veteran-Oriented PPP 
 The Unified Behavioral Health Center (UBHC), based in New York, consisted of a 
partnership between two local entities: a VA hospital and a local managed care organization.  
The UBHC provided comprehensive medical and mental health services to veterans and their 
families.  To improve patient-provider rapport the UBHC hired veteran providers and staff when 
possible, and provided rudimentary training in military jargon to non-veteran employees.  The 
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center achieved remarkable results: in less than three years over 14,000 patients were seen at the 
facility, and post-care patient surveys indicated that veterans and their families treated at the 
center experienced decreased symptoms of depression, PTSD, behavioral outbursts, and overall 
improvements in quality of life (Eberhart et al., 2017).   
 However, critical weaknesses in the UBHC model contributed to operational challenges.  
These included lack of long-term financial sustainability from low service reimbursement and 
high overhead costs, lack of electronic health records (EHR) interoperability, and sometimes 
poor communication among the management and staff of both partners, who were physically 
separated to different sides of the building footprint.  Additionally the PPP lacked formalized 
collaboration methods and failed to appoint liaisons tasked with facilitating inter-agency work 
(Eberhart et al., 2017).   
 Despite challenges with the PPP model there is substantial interest in expanding the 
concept: the VA’s Veterans Policy Research Agenda for 2014-2020 specifically calls for 
research and implementation of PPPs between the VA and NFPOs and other organizations 
(Pedersen et al., 2015).  Due to the risks associated with resource use we sought to develop 
screening and referral methods that require minimal monetary and workflow obligation by (a) 
utilizing existing systems and structures within participating PCCs; (b) selecting a NFPO with a 
record of longevity and relative financial stability, and; (c) conducting PCC and NFPO staff 
training with periodic site checks to ensure smooth communication and process flow.   
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CHAPTER 2: METHODS 
Design 
 Our quality improvement feasibility project used a longitudinal case study design to (1) 
improve identification of veteran status among ambulatory patients in two primary care clinics; 
(2) reliably assess risk of PTSD using a valid tool; (3) consistently refer at risk patients to a 
veteran-centric NFPO; (4) evaluate patient referral acceptance, and; (5) assess PCC staff and 
provider perceptions of screening and referral processes.  In addition to quantitative data 
collected from the PCCs and NFPO, a post-implementation focus group at both PCCs provided 
qualitative data for project evaluation and recommendations for improvements in future 
implementation. 
Setting 
 The project took place at two sites and involved three organizations: Piedmont Health’s 
Sylvan Community Health Center (SCHC) in Snow Camp, North Carolina, and UNC Family 
Medicine in Pittsboro (FMP), North Carolina.  Stop Soldier Suicide (SSS), a veteran-centric 
service organization headquartered in Raleigh, North Carolina served as the NFPO and 
interacted with referred veterans via telephone or email.   
Sylvan Community Health Center 
SCHC is located in rural Alamance County.  The U.S. Census Bureau estimated the 
county’s 2016 population at 151,131 with 9,934 (6.5%) reported veterans (U.S. Census Bureau, 
2016a).  The clinic serves a patient population of roughly 2,500 and provides medical care for 
the students at Sylvan Elementary and families in the nearby community of Snow Camp and 
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surrounding areas (L. Sharpe, personal communication, October 10, 2018).  The clinic has two 
providers and three staff members who perform both clinical and clerical roles.  
UNC Family Medicine in Pittsboro 
FMP is located in Chatham County.  The U.S. Census Bureau estimated the county’s 
2016 population is 63,505 with 5,384 (8.5%) reported veterans (U.S. Census Bureau, 2016b). 
The clinic serves approximately 10,000 patients and meets the medical needs of families in the 
surrounding town of Pittsboro and of Chatham County (W. Burgert, personal communication, 
October 18, 2017).  The clinic has nine providers and over 15 dedicated clinical clerical, and 
referral staff.  
Stop Soldier Suicide 
The group was founded in 2010 by three veterans motivated to reduce the high rate of 
suicide in the veteran population and operates nationally.  The group is a registered 501(c)3 and 
Gold GuideStar™ nonprofit organization, and in 2016 received approximately 80% of its 
revenue from private or corporate donations and 20% from fundraising events such as concerts 
and galas (Stop Soldier Suicide, 2018). 
 SSS employees are licensed social workers or interns, and some are veterans.  The 
group’s model of care delivery is unique: it functions as a gatekeeper to service access.  SSS 
interactions with veterans typically occur in the following manner: veterans self-refer via email 
or phone calls and are assigned a case manager.  The case manager assesses the veteran’s current 
needs based on screening protocols, and handles coordination of free veteran-centered services 
for the client.  Personal follow-up with the veteran occurs at seven points after initial contact: 
one week, two weeks, one month, three months, six months, one year, and two years.  At each 
contact the case manager gathers information about the veteran’s participation, or lack thereof, in 
the provided services and assesses if alternate or additional services are needed.  In some 
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instances case managers continue to follow-up past the two year period if requested by the client 
(S. Jones, personal communication, August 1, 2017). 
 SSS case managers are qualified to provide limited non-emergent social and mental 
health support, however the primary means of providing service is through the organization’s 
relationships with veteran-centered PTSD services across located across the U.S.  A few 
examples include: 1) Give An Hour™, an organization that links licensed mental health 
providers with patients for free weekly therapy sessions; 2) Saratoga Warhorse which provides 
free equine therapy sessions, and; 3) Save A Warrior™ which uses peer discussion and story 
groups as well as daily techniques to manage PTSD (Stop Soldier Suicide, 2018).  Additionally, 
in 2017 SSS partnered with a NFPO that transported veterans to upstate New York, trained them 
to use therapy dogs, and upon completion of training provided an emotional therapy dog free of 
charge.  Four North Carolinians participated in this opportunity (S. Jones, personal 
communication, October 5, 2017).  SSS’s previous longevity, case management approach, and 
access to multiple services made it an ideal organization for use in this DNP project, although 
staff turnover presented some challenges after implementation (see Limitations). 
Sample 
 Participants included all eligible adult patients seen at each PCC during the three month 
implementation period.  To estimate the number of veterans in each PCC, we first multiplied 
each clinic’s patient panel by the county veteran population rate (U.S. Census Bureau, 2016b); 
considered that 50-60% of each county’s veteran population uses civilian healthcare (Boscarino, 
Hoffman, Pitcavage, & Urosevich, 2015; NCVAS, 2016; Vaughan, Schell, Tanielian, Jaycox, & 
Marshall, 2014); assumed that each patient visits an ambulatory care office two times a year (Rui 
& Okeyode, 2015); and accounted for our three month project implementation period. Therefore, 
we anticipated identifying 40-49 veterans at SCHC and 213-255 at FMP (Table X). 
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Table 5.  Estimated veteran PCC population  
 SCHC FMP 
Clinic population          2,500         10,000 
County veteran population x              6.5% x               8.5% 
Rate veteran civilian healthcare use x            50% - 60% x             50% - 60% 
NC Patient Ambulatory care use x              2/year x               2/year 
Veteran patients in 3-month project period 40-49 213-255 
 
Process and Procedure 
 Both PCCs were trained to attain each step of the overall process described in Figure 2.  
Due to differences in clinic size, layout, staffing, patient through-put, and personal preferences 
the process flow was modified to best fit each PCC (Appendix B).   
 
Figure 2.  General implementation process steps 
 All eligible adult patients were given a distinctive green-colored sheet of paper, the 
source of the project’s nickname: the ‘Green Sheet Project’.  The U.S military excludes members 
with severe physical or cognitive limitations, requires all members to speak and read English 
fluently, and accepts members aged 17 only in special circumstances (U.S. General Services 
Administration, 2018; Office of the Under Secretary of Defense for Personnel and Readiness, 
2018).  Therefore patients were not screened if they were: (a) under 18 years of age; (b) had a 
congenital physical or cognitive impairment (e.g. Down’s syndrome), and; (c) required a 
language translator to speak or read English.  Staff were instructed to distribute the aPCL tool if 
they were unsure a patient should be excluded.  We estimated that 10% of patients would be 
excluded due to disability or English fluency based on the following data: 1) averaging the 9.5% 
and 10.3% disability rate in Chatham and Alamance Counties, respectively (U.S. Census Bureau, 
2016a & U.S. Census Bureau, 2016b), and; 2) provider estimates, based on years of interaction 
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with patients, which supported a 10% rate of ineligibility (E. Pointer, personal communication, 
April 25, 2018 & N. Henry, personal communication, August 9, 2018).   
 The first item on the Green Sheet consisted of a single veteran identification yes-no 
question: “Have you ever been a member of the U.S. Armed Forces?”  (Appendix A).  Identified 
veterans were then asked to complete the aPCL while non-veterans returned the sheet to the 
clinic staff for collection.  Scores were tallied by clinic staff and assessment and counseling for 
referral was offered by the PCP based on a combination of: patient score (>14), clinical 
judgment, patient attitude, and time constraints.  If PCPs recommended referral and the patient 
agreed, clerical staff then referred patients to SSS via telephone by providing the patient’s 
contact information.  Referral coordinators noted the date on the Green Sheet and filed it.  Both 
screening and referral procedures were incorporated into the clinical workflow to minimize 
disruption to patients and staff while ensuring maximum participation and consistency of data 
(Appendix B).  Designated collection bins, also painted green, were placed in restricted clinical 
and clerical areas for collection of completed Green Sheets. 
 SSS contacted referred patients by phone, identified needs, and provided initial service 
connections.  Case managers were instructed to accept phone calls directly from participating 
PCCs referral staff to obtain patient data including: name, address, phone number, and a brief 
synopsis of any particular service requests the patient made to the PCP.  These data were directly 
entered into the NFPO’s electronic database.  To ensure accurate tracking two options were 
added to the drop-down menu for case managers to select: “Sylvan Community Health Center 
Green Sheet” or “Pittsboro Family Medicine Green Sheet”.  This allowed reports to be tailored to 
filter clients sourced from PCCs and ensured complete cross-matching of PCC and SSS files. 
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Process Adherence 
 In developing the screening process we met with a senior clinic provider, discussed the 
goals of the project, toured each facility, and observed patient check in and screening processes.  
Following process tailoring for each clinic we presented the project to clinic staff (Appendix B).  
We conducted initial PCC process adherence visits every three to four days and, as staff and 
providers became more comfortable with the process, spaced these visits out to biweekly by 
early May.   
 Following initial SSS staff training, we also met biweekly with the SSS interim director 
and co-director, both of whom served as SSS project champions.  It was not possible to interact 
with staff collectively due to workload and conflicting schedules, so we conducted random 
check-ins with individual staff when feasible.  Visits to the PCCs and SSS during the 
implementation period were designed to ensure compliance with the protocol and allow real-time 
suggestions for process adjustment to be addressed. 
Tools 
  We intentionally avoided the term ‘veteran’ on the Green Sheet in order to capture those 
who may not consider themselves to be veterans because of lack of combat exposure, modesty, 
self-stigma, or lack of VA use.  Title 38 of the Code of Federal Regulations (2018) defines a 
veteran as “a person who served in the active military, naval, or air service and who was 
discharged or released under conditions other than dishonorable” (§3.1(d)).  We believed that 
this legal definition failed to account for service members who (1) may still be serving in the US 
Reserve or National Guard and (2) those who served but were dishonorably discharged.  There 
was a possibility that a small number of never-activated Reserve or National Guard personnel 
would identify as a veteran but it was decided that overly narrowing the definition would make 
the question more confusing and result in a lessened response rate.   
 21 
PTSD Screening Tool 
The aPCL, the primary PTSD screening tool used in the project, was selected for its high 
degree of accuracy and diagnostic utility following permission for use from its creator (A. Lang, 
personal communication, May 24, 2017).  The tool is a shortened version of the longer, 17-item 
PTSD Check List.  Participants are asked to rate the monthly occurrence of six PTSD-associated 
symptoms (difficulty concentrating, feeling distant, feeling irritable, feeling upset, avoiding 
situations, disturbing memories).  The questions were derived from the DSM-IV cluster criteria 
for diagnosing PTSD (Table 6).  Responses are ranked on a Likert scale of 1 (Not at all) to 5 
(Extremely).   
 Two validation studies demonstrated the aPCL’s reliability and accuracy.  One study was 
composed of two parts comparing the six-item aPCL to two, three, and four-item variants.  The 
first part of the study evaluated female veterans (n=221) at a California VA facility.  The aPCL 
demonstrated high correlation between PTSD symptoms and PTSD diagnoses with significant 
sensitivity (0.80) and specificity (0.76), and accounted for a high level of variance from the full-
length PTSD Check List: 94.3% (r=0.971).  The second part of the study studied a different 
sample population: male (n=74) and female (n=80) veterans from both a VA and civilian PCC. 
aPCL showed the best overall sensitivity (0.92 ±0.20), specificity (0.94 ±0.08),  diagnostic utility 
(0.75 ±0.06 [True Positive/True Negative/n]), and accounted for 91.8% (r=0.958) of the variance 
from the full version  (Lang & Stein, 2004).  
 The second study compared the aPCL, a two-item variant, and the full-length version in 
participants (n=181) recruited from geographically diverse civilian PCCs.  Participants 
completed the aPCL and the other two variants at three time points: before receiving treatment, 
six months into treatment, and one year into treatment.  At pre-treatment the aPCL correlated 
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0.92 with the full version, 0.96 at six months, and 0.97 at one year into treatment.  The aPCL 
also had high sensitivity (0.92) and a reasonable Cronbach’s α (0.78) (Lang et al., 2012).  Data 
from this study indicated that in a score range of 6-30; 14 or higher was most correlated with a 
PTSD diagnosis and selected as the cutoff point for the aPCL.  
Table 6.  aPCL and DSM-IV cluster equivalence 
aPCL Question Cluster/Descriptor 
1. Difficulty concentrating? Cluster D: Persistent symptoms of increased 
arousal (not present before the trauma) 
2. Feeling distant or cut off from other 
people? 
Cluster C: Persistent avoidance of stimuli 
associated with the trauma and numbing of 
general responsiveness (not present before the 
trauma) 
3. Feeling irritable or having angry outbursts? Cluster D 
4. Feeling very upset when something 
reminded you of a stressful experience from 
the past? 
Cluster B: The traumatic event is persistently 
re-experienced 
5. Avoided activities or situations because 
they reminded you of a stressful experience 
from the past? 
Cluster C 
6. Repeated, disturbing memories, thoughts, 
or images of a stressful experience from the 
past? 
Cluster B 
Note: From Lang & Stein, 2004. 
  Prior to using the aPCL in this project we reordered the questions from the original 
format to begin more broadly (difficulty concentration) and become increasingly focused 
(disturbing memories) as well as to include a section for PCP to indicate if the patient had a 
previous PTSD diagnosis, if they were currently being treated, or had previously received 
treatment.  We also provided space for additional notes by the PCP if needed (Appendix C).  
Implementation Period 
 The project was implemented over the course of approximately three months.  Following 
clinic staff training, SCHC began screening patients on April 9th, 2018 and concluded June 30th, 
constituting a total of 59 clinical days.  Similarly, FMP began screening patients on April 4, 2018 
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and concluded screening on June 30th, constituting a total of 62 clinical days.  Although initially 
planned for a six month implementation time period, staff turnover and loss of champions at SSS 
negatively impacted access to data, therefore the project concluded after three months.  
Real-time Adjustment 
 PCPs reported that during counseling several patients inquired what services were 
provided by SSS and the PCP did not have the information on hand (E. Pointer, personal 
communication, April 25, 2018).  Therefore, at the end of April we created and distributed a 
comprehensive list of mental health, financial, and social services provided by SSS to all 
participating providers at both clinics for reference. 
Patient Data 
 Numbers of patient visits during the three month period were collected from each clinic’s 
clerical staff.  Green sheets were collected from each clinic on a weekly basis, and we tallied the 
number of sheets to capture screening data.  For veteran patients we manually entered the 
following data in an MS Excel file: aPCL score, any data provided by the PCP (e.g., prior 
treatment), and if the patient accepted a referral.  For patients that accepted a referral we entered 
demographic data including initials and age to track which services or information they 
requested from SSS. 
Staff Perceptions  
 PCC staff and provider perceptions about the project were assessed in separate sessions 
during post-implementation focus groups conducted within each PCC.  Participants were asked 
to respond to questions regarding screening and referral processes, impact on veterans, and areas 
for improvement (Appendix D).  Focus groups were audio recorded and transcribed, although 
work-related interruptions and background noise occasionally prevented audible recording and 
therefore transcription is not verbatim.   
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Data Analysis 
 Quantitative data (patients screened, patient aPCL scores, and patients referred) were 
analyzed using Microsoft Excel® and IBM SPSS® (v. 25.0) software.  Qualitative focus group 
data was analyzed using content analysis and any written PCP comments on Green Sheets. 
Privacy and Ethics 
 The University of North Carolina at Chapel Hill Institutional Review Board granted 
exemption status for the project (#18-0485) on March 1, 2018.  The project was tentatively 
approved by the quality review board at Piedmont Health Services on February 14, 2018 and 
final agreement with UNC’s exemption decision was endorsed by the medical director in March 
(A. DeVries, personal communication, March 12, 2018). 
 The project used several safeguards to ensure informed consent and protect patient 
confidentiality.  The screening tool contained a disclosure notice (Appendix A) and providers 
and staff were instructed to not proceed with NFPO referral if the patient declined.  We did not 
have access to the EHR at either PCC or at SSS.  Completed green paper-based screening tools 
remained within each clinic premises until we personally collected them and stored them in a 
secured location.  SSS referral reports were printed on a biweekly basis, manually collected, and 
likewise securely stored.  All data were aggregated and all personally identifiable information 
removed for the final product.  
 25 
CHAPTER 3: RESULTS 
Veteran Identification 
 During the three-month implementation period SCHC had 506 unique patients over the 
age of 18 (J. Cunningham, personal communication, July 31, 2018).  FMP reported 3139 unique 
patients without factoring age (N. Henry, personal communication, August 9, 2018).  Over time 
the number of repeat patients increased at both PCCs, and clinic staff later reported that they 
withheld the screening tool from recognized repeats, and that patients started declining Green 
Sheets if they had received one at a previous visit.  Additionally, clinic staff reported that as 
more non-unique (i.e. repeat) patients presented to the clinic they began to have lapses in 
remembering to offer Green Sheets.  Due to repeat patients and the fact that neither clinic 
consistently screened all patients we used the following approach to estimate the numbers of 
patients eligible for screening:  
1. FMP had 13 half-day Saturday clinics, each with an estimated 20 eligible unique 
patients, (n=260) during which Green Sheets were not distributed per provider and 
clinic management preference.   
2. The practice manager estimated 30% of weekday FMP patients were under 18 years 
old (N. Henry, personal communication, August 9, 2018).  
3. 10% of adult weekday patients at FMP and SCHC did not meet eligibility criteria as 
previously described.   
 The total potential pool was calculated by applying each assumption consecutively.  
Using 59 and 62 clinical days, respectively, the estimated eligible pool was 455 (7.7 daily) for 
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SCHC and 1814 (29.25 daily) for FMP.  Both PCCs had relatively high rates of screening in 
April, but the rates fell dramatically at both sites over time with an overall average of 38.5% of 
eligible participants screened during the entire implementation period.  The majority of referrals 
(n=11) occurred in April.  Table 7 describes actual and potential screening targets and the 
proportion of patients screened by month.  
Table 7.  Screening results 
  April May June Total 
SCHC     
Estimated Possible Pool* 123 170 162 455 
Non-Veterans (screened) 75 64 26 165 
Veterans (screened) 3 4 0 7 
Proportion screened (%) 63.4 40.0 16.0 39.8 
FMP     
Estimated Possible Pool** 556 644 614 1814 
Non-Veterans (screened) 299 191 91 581 
Veterans (screened) 46 35 12 93 
Proportion screened (%) 62.2 35.1 16.8 37.2 
Note: SCHC clinical days: April=16, May=22, June=21.  FMP clinical days: April=19, May=22, 
June=21.   
*Based on 7.7 potential patients per day, rounded.   
**Based on 29.25 potential patients per day, rounded. 
 
PTSD Screening 
100 participants identified as having served in the U.S. military, 95 completed the aPCL, 
and five [n=2 (SCHC), n=3 (FMP)] did not complete the tool (Figure 3).   
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Figure 3.  Distribution of aPCL scored for 95 screened veterans 
The average aPCL score was approximately 9 (SD=4.57) for the total population and 
approximately 15 (SD: 4.84) for referred patients.  Individual question scores did not vary 
significantly within each group (Table 8).  
 A total of 15 patients (14 from FMP and one from SCHC) were referred to SSS.  Cross-
referencing with SSS reports showed that initial contact with the NFPO was achieved the same 
day as the PCC referral call and that there were no lost referrals.   
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Two referrals (13.3%) were lost to follow up: one provided incorrect contact information 
and the other denied needing services after SSS contact despite agreeing to referral in the clinic.  
One referral (6.7%) identified as female.  Referred patient were between 32-87 years of age 
(M=54).  All referrals described themselves as enlisted personnel while in the military.  Of those 
that provided personal information to the SSS case manager a majority were married (n=5), 
White (n=6), served in the Navy (n=4), and were not concurrently using the VA (n=6).  An equal 
proportion reported having been diagnosed with PTSD (n=5) and not having been diagnosed 







Total CI Q1 Q2 Q3 Q4 Q5 Q6
M: 1.77 M: 1.55 M: 1.58 M: 1.54 M: 1.47 M: 1.43
SD: 0.99 SD: 0.10 SD: 0.93 SD: 0.91 SD: 0.93 SD: 0.82
CI: 0.20 CI: 0.20 CI: 0.19 CI: 0.19 CI: 0.19 CI: 0.17
M: 2.8 M: 2.47 M: 2.47 M: 2.73 M: 2.6 M: 2.4
SD: 1.08 SD: 1.13 SD: 0.99 SD: 0.96 SD: 1.35 SD: 1.12












Table 9.  Referral demographics 
Category Finding Frequency % 
    
 
Marital Status 
Married 5 33.3 
Divorced 1 6.7 
Single 1 6.7 
Unknown 8 53.3 
    
 
Race 
Black 3 20.0 
White 6 40.0 
Unknown/Other 6 40.0 
    
 
Branch of Service 
Army 3 20.0 
Navy 4 26.7 
Air Force 1 6.7 
Unknown 7 46.7 
    
 
History of PTSD 
Yes 5 33.3 
No 5 33.3 
Unknown 5 33.3 
    
 
Using the VA 
Yes 2 13.3 
No 6 40.0 
Unknown 7 46.7 
  
Referred Patient Scores 
Scores among referred patients (n=15) ranged from 7 to 24 (mean = 15.5).  Sixteen 
patients scored above 14, five of whom declined mental health services.  The highest scoring 
patient (aPCL=26) declined because they stated that they were already being treated for PTSD.  
The others’ reasons included denying ever having symptoms until recently when diagnosed with 
depression (aPCL=19) and having already gone through treatment at the VA (aPCL=14), and 
denying having PTSD and attributing their score (aPCL=17) to an anxiety disorder.  Four 
patients requested a referral even though they scored below the cutoff point (>14).  One stated 
that they had been self-treating with alcohol, liked working with veterans, and were tired of the 




Figure 4.  Distribution of aPCL scores among referred patients. 
 
Services Requested 
 SSS EHR records indicated that half of referred patients requested non-healthcare 
services including general information (n=2), contact with local VA representatives (n=3) and 
debt consolidation or job training information (n=2).  The remaining patients requested various 





Figure 5.  Breakdown of services requested (n; %) of 15 referrals 
Post-Implementation Focus Groups 
 Two sets of questions, each tailored for providers or staff, were used in focus groups 
(Appendix D).  These were intended to determine participant perspective on three key areas: (a) 
project impact on patients; (b) impact on personal workflow, and; (c) recommendations for 
improving future implementation.  FMP was interviewed on August 15, 2018 and SCHC was 
interviewed August 29, 2018.  Due to the small number of positive screens and the presence of 
only two providers, SCHC comments were minimal and are in summary form only.   
SCHC Provider Perceptions 
Both providers and staff stated they became more aware of veteran patients’ needs and 
felt that they did make a difference in their care.  One provider stated that, “just helping one 
patient made a difference to me and made this worthwhile”. 
SCHC Staff Perceptions 
Staff stated that the project was easy to implement although remembering the criteria for 







2; 13% General information
VA Contact
Debt/Job Training





relatively small patient pool they often had multiple Green Sheets given to the same patients at 
follow-up appointments, and they retroactively realized that the patients completed the forms 
without revealing they had already completed one. 
FMP Provider Perceptions 
FMP provided more feedback and covered a broader range of topics, thus their responses 
are described in more detail (Table 10). 
 Project impact on patients.  Clinic staff and providers were overwhelmingly positive 
about having an additional tool to help veteran patients.  Providers indicated surprise about how 
willing patients were to discussing PTSD when asked.  Further, they were surprised about PTSD 
prevalence in their patient panels.  Providers also liked being able to provide a referral for 
patients that they had previously assumed used the VA or did not have access to resources.  
 Project impact on workflow.  The majority of providers stated that the impact on their 
daily workflow was minimal and the counseling and referral discussion generally lasted less than 
two minutes.  However, one provider noted that the 15 minutes allotted for acute care visits was 
insufficient to also adequately discuss PTSD.  
 Recommendations for future implementation.  Providers endorsed making the tool 
part of a physical exam and to exclude screening at acute visits.  When asked if future versions 
should include integration with the clinic EHR the response was a unanimous and emphatic ‘no’.  
Providers explained that they “already had so many [EHR] buttons to click” and that adding the 
tool to the system would increase workload.  Another recommendation was to use a NFPO with 
a different title because the impression was that ‘Stop Soldier Suicide’ was too direct and 
negative-sounding.    
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Table 10.  FMP Provider comments 
Area of Discussion Comments 





“The project gave me a chance to discuss and assess mental 
health in a way that doesn’t organically come up in a visit; it 
was eye opening.” 
“It showed me that a mental health issue that many [of these 
patients] won’t bring up, if we as medical providers don’t ask, 
is more prevalent than I thought.”   
“We as civilian doctors don’t always know how to get patients 
‘plugged in’ to… the VA and services.  …our clinic is located 
pretty far from a lot of these services and having a ‘one-stop 
shop’ like Stop Solider Suicide makes a difference because the 
veteran can take charge of their own care.”   
Project impact: workflow 
 
 
“I had some problems because some of these patients I was 
seeing for an acute issue and they scored highly.  We both 
wanted to talk about it but didn’t have the time, so I just handed 
the sheet to the front desk and told the patient they would be 






“We are inundated with Epic [clinic EHR] tasks and [adding 
the tool to the EHR] would be another box to click” 
“I liked the green paper: it made it easy to review and I could 
have an easier discussion than if it were on a computer 
screen”.   
“Change the name of the non-profit [group laughter].  [Stop 
Soldier Suicide is] …kind of a heavy title and a little too much 
in-your-face.” 
 
FMP Staff Perceptions 
One staff member stated that, “It was good to be another resource for these people.”  
Staff did not report feeling any change in their perception of the patient, PTSD prevalence, or 
any improved sense of self-satisfaction, although they did note that their opinion of veterans was 
already high and that they thought PTSD was, “…more prevalent than the doctors did” before 
the project was introduced.   
 FMP staff did not report any impact on their daily workflow, but clerical staff noted that 
it was sometimes difficult to remember to hand out Green Sheets to eligible patients.  A referral 
coordinator recommended that referrals be made via email because it took time to phone SSS, 
wait on hold, and date and file the Green Sheet. 
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CHAPTER 4: DISCUSSION 
 This exploratory quality improvement project, based on the PPP model, was successfully 
implemented at two PCCs in North Carolina.  We believe the results strongly indicate that the 
use of simple and brief screening tools integrated into existing care processes, combined with the 
resources of a partner NFPO, can assist civilian PCPs to: (a) identify their veteran patients; (b) 
conduct brief but effective PTSD screens to better identify risk, and; (c) provide access easily 
executed by providers that connected at-risk patients to available services in a timely and 
effective manner.  The project holds the potential to serve as a model for PCCs that desire 
improving care delivery to their veteran patients. 
Empaneled Veteran Identification 
 Prior to implementation internal data gathered from the project PCCs revealed that while 
both clinics were required to ask all new patients about their veteran status, there was no protocol 
to guide PCPs in confirming or documenting veteran status (L. Sharpe, personal communication, 
September 13, 2017 & W. Burgert, personal communication, October 18, 2017).  Our findings 
are similar to those published by Kilpatrick and colleagues, and Sankey and Molar, suggesting 
that under-identification of veterans in civilian primary care settings may be endemic across the 
U.S. (Kilpatrick et al., 2011; Sankey & Mohler, 2017). 
 Almost 850 patients were screened during implementation and 11.8% (n=100) self-
identified as veterans.  This is slightly higher than the estimated state population of about 10% 
(NCVAS, 2017a) and at least double the U.S. Census estimated veteran population for each 
county, although the total number of veterans at each clinic was significantly less than our initial 
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predictions.  The lower number at SCHC may be attributed to economic conditions and 
geography: 96% of male veterans and 95% of female veterans have some form of health 
coverage and may have preferred to utilize private or managed care PCCs versus a public health 
clinic such as SCHC (NCVAS, 2017b).  Secondly, Snow Camp is a geographically isolated 
location in a large county where the majority of the patient population lives locally (L. Sharpe, 
personal communication, September 13, 2017).  A smaller number of veterans may live in 
proximity which would account for a lower discovered population.  Finally, because SCHC 
screening rates declined from over 60% of eligible patients in April to just 16% in June it is 
possible that non-adherence to protocol allowed some veterans to escape identification.   
 FMP is located within a 25 miles of a large VA hospital and outpatient clinics, and there 
are other civilian clinics in the local area.  Veterans in this community have more healthcare 
options, so FMP may have a smaller share of the population in its patient panel.  Additionally, 
FMP suffered a similar dramatic decline in screening as SCHC: a high of over 60% screened in 
April to less than 17% by June, again increasing the probability that some veterans did not 
receive a Green Sheet.  Both SCHC and FMP staff reported that their desire to not rescreen 
patients caused them to get out of the habit of offering the green sheet.  This finding suggests 
that future screening processes must account for frequent or repeated patient visits and that more 
robust training and increased PI oversight may be necessary. 
Screening for PTSD 
 We demonstrated that the aPCL effectively and efficiently identified patients at risk for 
PTSD as well as those already under treatment (n=2).  Further, providers noted that patients were 
more than willing to discuss PTSD once prompted.  Focus group discussion indicated that the 
screening process took a minimal amount of time and effort though there was not always 
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sufficient time for an in-depth provider-patient discussion.  FMP providers suggested that annual 
health visits might provide great opportunity for patient-provider conversations.  
 Interestingly, one SCHC patient and three FMP patients proactively requested SSS 
services even though their aPCL scores were well below the at-risk threshold, while conversely 
five patients from FMP who scored above 14 declined referral to SSS.  This may be attributed to 
a lack of assessing PTSD risk factors and pre-existing conditions prior to entry into the military.  
The results suggest that the aPCL’s true utility may be as a mechanism to initiate therapeutic 
dialogue between provider and patient.  
Referral for Services 
 Staff feedback indicated that referrals were relatively simple and did not have a major 
impact on workflow, although the referral process to SSS did take extra time.  SSS’s case 
managers reported quick turnaround time: EHR reports indicated all referred patients were 
contacted on the same day as the PCC referral.  Additionally, the vast majority of referred 
patients (87%) asked for and received some form of free service.  Interestingly, a significant 
portion of patients requested non-mental health services; this finding further strengthens the idea 
that the aPCL may stimulate dialog around a variety issues outside of PTSD such as financial, 
social, job training, and education. 
Overcoming Barriers 
 In addition to addressing the barrier of identification, our project addressed the three 
remaining barriers to care faced by many veterans: stigma, lack of provider cultural competency, 
and lack of resources.   
Stigma 
The proactive requests for referrals, relatively high percentage of self-identified veterans 
who completed the screening, and personal revelations about PTSD noted by providers suggests 
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that the project allowed these patients to reveal their mental health status in a way not previously 
experienced.  The providers also reported that the project increased their awareness of how 
prevalent PTSD was in their veteran patients and encouraged more open discussion without a 
sense of stigma.   
Cultural Competency of Providers 
Prior to implementation we discovered that only two (18%) providers at the PCCs 
identified as being a veteran and none reported having formal training for veteran health care (L. 
Sharpe, personal communication, September 13, 2017 & W. Burgert and clinic providers, 
personal communication, April 5, 2018).  Kilpatrick (2011) found a similar lack of culturally 
similar experiences among primary care providers: although 31% of providers surveyed (n=319) 
had at least one clinical rotation at a VA facility, only 12% worked regularly with veterans, and 
only 16% had been in the military themselves.  Other studies reported that a majority of 
providers had no military familiarity or personal experience, therefore these authors encouraged 
cultural training (Coll et al., 2011; Hall, 2010; Sankey & Mohler, 2017).  We believe this project 
heightened provider and staff awareness of PTSD without the use of time-consuming training or 
extensive resources.  This conclusion is based on the low attrition rate, high level of patient 
responsiveness, and increased provider-patient conversations involving PTSD. 
Lack of Resources 
Utilizing a well-connected and resourced NFPO minimized the lack of mental health 
resources previously identified as a barrier.  It likely reduced patient time-to-service that may 
have been experienced with a conventional therapist, psychiatrist, or VA professional.  SSS was 
able to connect referred patients to telehealth and or helped them enroll in other mental health 
services generally within two weeks (S. Jones, personal communication, July 7, 2018).  This 
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gave providers another tool and patients another resource if they were waiting for conventional 
therapy    
Limitations 
 Some barriers and confounding variables were identified, the greatest being lack of front-
desk screening consistency.  Neither PCC succeeded in screening more than two-thirds of their 
eligible population.  This lack of adherence became a significant problem by the final month of 
implementation.  In addition to a more frequent PI presence during the initial phase of 
implementation, conducting regular check-ins with PCC management and providers on a 
biweekly or monthly basis may have helped identify and address problems more immediately. 
 Staff turnover and loss of project champions at the NFPO were also problematic.  SSS 
utilized social worker interns for a majority of its case management activities, and the 
organization was known to have continual turnover as one cohort graduated and was replaced (S. 
Jones, personal communication, August 1, 2017).  Having invested champions on site was 
crucial to training incoming employees to conduct Green Sheet referrals.  In July 2018 changes 
in SSS management and organizational structure led to the loss of the entire champion team 
involved in the project (S. Jones, personal communication, July 7, 2018).  Responses to our 
email queries to replacement administrative staff indicated they had no resources or interest in 
continuing the project.  Once we determined that the relationship with the NFPO was lost and 
that further tracking of patient engagement with SSS services was impossible, the project was 
forced to conclude after three months, although SSS continued to service the previously referred 
patients.  A similar problem was described by Eberhart and colleagues (2017) when they found 
that the lack of codified collaboration and no designated liaison or champion led to operational 
breakdown, inefficiency, and increased financial burden.   
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 The highly subjective nature of PTSD evaluation and self-reporting made quantifying 
exact prevalence difficult, evidenced by patients scoring below cutoff requesting PTSD-related 
services.  Individual provider interview styles may also have introduced some variability in 
patient willingness to disclose and discuss mental health issues.  Additionally, differing levels 
and styles of provider encouragement to seek referral may have impacted referral requests. 
Post-Implementation Findings 
 The “Green Sheet Project” generally proved to be a simple, cost effective, efficient, and 
accurate way for PCCs to identify, screen, and obtain services for veteran patients.  Although the 
total veteran population was lower than predicted, a significant portion (15%) were identified as 
at-risk for PTSD.  PCPs referred at-risk patients consistently, patient compliance was high, and 
attrition was low.  Reports from the PCPs indicated that screening patients at every visit, acute 
and well-exam, impeded the providers’ ability to have a full discussion of PTSD because acute 
visits did not have adequate time for meaningful provider-patient conversation.  Providers 
preferred the physical paper-based tool as both a reminder to discuss PTSD and a segue for 
dialogue, and adamantly discouraged incorporating the aPCL into the EHR.  Referral staff 
reported that the process was effective and relatively efficient, however some kind of electronic 
referral process would have been preferred by some staff.  SSS had little trouble in delineating 
PCC-referred patients and successfully connected most with services in a timely manner. 
Future Exploration 
 Lessons learned from implementation and from focus group data resulted in some 
recommendations for future variations of this project, whether at local clinics or in a network-
wide setting. 
1. Colored, paper-based screening tools serve as a physical reminder for staff and providers, 
may attract patient attention, and improve completion rates. 
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2. Staff must consistently ask patients if they previously completed a Green Sheet to reduce 
inaccuracies in distribution and reporting; more frequent PI presence may be needed. 
3. Integration of PTSD screening and scores into the EHR should be approached with 
caution as electronic representations may be difficult to use in dialog with patients and 
may reduce provider enthusiasm for the project.  
4. Referrals to a NFPO should ideally be conducted via electronic means (e.g. secure email). 
5. Veteran status and PTSD screening may result in more comprehensive identification if 
conducted during wellness exams and not acute visits. 
6. More frequent PI involvement to reinforce staff adherence and monitor patient screening 
compliance may improve completeness of empaneled population screening and more 
accurately capture PTSD prevalence. 
7. Assessing the financial and cultural stability of an NFPO prior to partnering is vital to 
ensuring long-term endurance of the project. 
Conclusion 
 During the course of this project almost 850 patients at two participating PCCs were 
screened, 100 self-identified as veterans, and 95 were screened for PTSD.  Despite some barriers 
of poor protocol adherence, time constraints, and internal personnel issues in partner entities, the 
project resulted in 13 patients receiving needed mental, social, and financial services.  The 
simplicity of the design and diagnostic tool, coupled with use of systems and infrastructure 
already in place means that future iterations are sustainable.  This project provides a foundational 
model for other clinics and health systems to use to improve the health and quality of life of their 
veteran patient populations.    
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APPENDIX A: VETERAN IDENTIFICATION TOOL 




1. Have you ever been a member of the U.S. Armed 
Forces? 
 
   □  YES   □  NO  







If you answered ‘YES’ please complete the 
questions on the back of this page and give this 













This form is part of a project intended to improve health care in North Carolina.  
The project is being conducted by the University of North Carolina at Chapel 
Hill’s SCHCool of Nursing.  Completion of this form indicates your willingness to 
participate.  Your personally identifiable information will not be used or shared 
outside of this project’s guidelines. 
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APPENDIX B: CLINIC PROCESS FLOW DIAGRAM 
Sylvan Community Health Center
 
 




APPENDIX C: PTSD SCREENING TOOL (APCL) 
These questions are about problems and complaints that people sometimes have in response to 
stressful life experiences.  Please answer each question and return to your healthcare provider. 
 
In the PAST MONTH, how often 








Difficulty concentrating? 1 2 3 4 5 
Feeling distant or cut off from 
other people? 
1 2 3 4 5 
Feeling irritable or having angry 
outbursts? 
1 2 3 4 5 
Feeling very upset when something 
reminded you of a stressful 
experience from the past? 
1 2 3 4 5 
Avoided activities or situations 
because they reminded you of a 
stressful experience from the past? 
1 2 3 4 5 
Repeated, disturbing memories, 
thoughts, or images of a stressful 
experience from the past? 
1 2 3 4 5 
 
FOR OFFICE USE ONLY 
Hx  □Y □N 
 
Tx  □Y □N 
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APPENDIX D: POST-IMPLEMENTATION FOCUS GROUP QUESTIONS 
FOR PROVIDERS 
1. Did your perception of PTSD in your veteran patients change as a result of this project?  
If so, how? 
2. Do you feel like the Green Sheet Project allowed you to make a difference in patients’ 
lives? 
3. In general, how did your veteran patients respond to a discussion about PTSD and the 
non-profit referral option when offered? 
4. How much additional time/effort did this project take per patient who had a scored Green 
Sheet? 
5. If this project were implemented again at this clinic in the future how would you like to 
see it changed? 
6. What did you think of the screening tool being on green paper?  Would you like to see it 
integrated into the electronic health record instead? 
7. If you were in charge of implementing the Green Sheet Project in multiple clinics how 
would you do it and what change(s) would you make? 
 
FOR STAFF 
1. Did the Green Sheet Project change your knowledge or perception about veterans or 
PTSD? 
2. Do you feel like this project made a difference in patients’ lives? 
3. Did this project give you self-satisfaction, pride, or other positive feelings? 
4. What was difficult to implement about the Green Sheet Project?  
5. Did the project impact your daily workflow? If so, how so and by how much, on average? 




• Better experience for you 
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